A randomized controlled trial of two formats of a program (Women Take PRIDE) to enhance management of heart disease by patients was conducted. Older women (N = 575) were randomly assigned to a group or selfdirected format or to a control group. Data regarding symptoms, functional health status, and weight were collected at baseline and at 4, 12, and 18 months. The formats produced different outcomes. At 18 months, the self-directed format was better than the control in reducing the number (p ≤ .02), frequency (p ≤ .03), and bothersomeness (p ≤ .02) of cardiac symptoms. The self-directed format was also better than the group format in reducing symptom frequency of all types (p ≤ .04). The group format improved ambulation at 12 months (p ≤ .04) and weight loss at 18 months (p ≤ .03), and group participants were more likely to complete the program (p ≤ .05). The availability of different learning formats could enhance management of cardiovascular disease by patients.
Heart disease continues to be a leading cause of death and disability in women (American Heart Association [AHA], 2006) . Although coronary heart disease risk in women lags 10 years behind that of men, risk increases progressively with age (Bello & Mosca, 2004) . Despite a declining death rate from cardiovascular disease during the past 20 years, the number of women dying has continued to rise because of an aging population (AHA, 2006) . As women age, they are also more likely than men to have concomitant disease such as diabetes and hypertension and may be at higher risk for reduced functional capacity (Ades et al., 2006; Bello & Mosca, 2004; Davidson et al., 2003) .
The ways individuals manage their chronic conditions differ, as does the context for their management efforts. Women with heart disease compared to men with heart disease have been shown to be older, widowed, and living alone, to report more severe symptoms, and to be more likely to avoid physical activity (Sharpe, Clark, & Janz, 1991) . They report greater negative effect of their illness on their mobility, ambulation, and social interactions (Abbey & Stewart, 2000; Agewall, Berglund, & Henareh, 2004; Sharpe et al., 1991; Vaccarino et al., 2003) . Previous work by the authors has shown that although physicians recommend exercise to both sexes, women are much less likely to be confident that they can adhere to a suggested exercise regimen (Clark et al., 1997) . In addition, a study to evaluate an intervention for men and women to enhance how they manage tasks and problems related to the control of their heart disease illustrated that both experienced significant improvement in their quality of life and overall functioning, but only men improved their levels of physical activity (Clark et al., 1997) . In short, heart disease management problems differ for men and women.
Research has shown an intervention that focuses on management problems of women can enhance their symptom status and physical functioning and can reduce weight (Clark et al., 2000; Janz et al., 1999) . A number of needs assessment studies and program evaluations have focused on the management needs of women with heart disease (e.g., Beckie, 2006; Bjarnason-Wehrens, Grande, Loewel, Voller, & Mittang, 2007; Gardner et al., 2003; M. Halm, Penque, Doll, & Beahrs, 1999; Moore, 1996; Moore & Kramer, 1996; Sanderson & Bittner, 2005) .
Given the increase in cardiovascular disease among women and the potential for interventions to assist them, means to reach large numbers of women with effective programs are needed. This need includes finding effective formats of a program that might increase accessibility and effectiveness for women.
Little examination has been undertaken to compare outcomes of different program formats to enable participants to manage a disease at home in accordance with clinicians' instructions. Meta-analyses and reviews of studies of group and individual interventions (Barlow & Parsons, 2002; Norris, Lau, Smith, Schmid, & Engelgau, 2002; van der Bij, Laurant, & Wensing, 2002) suggest that individualized approaches are equally as effective as group ones. However, data are inconclusive. At least one observer has suggested that individual approaches might produce different outcomes than group approaches (van der Bij et al., 2002) . On the other hand, at least one study has suggested that a group program produces better outcomes than an individualized one.
Group meeting formats have been very frequently used to provide patient education (Wilson, 1997) . However, not all women take advantage of group format programs, as they necessitate greater attention to scheduling, traveling to meeting sites, and competing demands of work, family care, and related obligations. It has been estimated that between 40% and 50% of women who could benefit from disease management education fail to participate because of the demands of group participation (Clark et al., 2000) . Individualized programs, on the other hand, can be more responsive to particular individual learning constraints and are frequently employed in clinical settings. Nonetheless, few studies have compared outcomes of different learning formats in producing health outcomes, and none have explored the question for individuals with cardiovascular disease.
This article presents findings of a clinical trial conducted as part of a larger study (Janevic et al., 2003) to assess outcomes when comparing a group format to a selfdirected format of a program to enable older women to more effectively manage their heart disease. It also compared both formats to a control group. The hypotheses were (a) that women assigned to an individualized (self-directed) format of the program would exhibit the same or improved health-related quality-of-life outcomes, including physical and psychosocial functioning, frequency and severity of symptoms, ambulation, and weight loss, as women assigned to a group format of the program; (b) that women in both formats of the program would achieve better outcomes than the control group; and (c) that differences in program participation would be evident according to format of the program.
METHOD

Sample and Study Design
Participants in this study were noninstitutionalized, ambulatory women identified at five hospital sites in southeastern Michigan. All study procedures were approved by the University of Michigan Institutional Review Board and the institutional review boards of participating hospitals. Inclusion criteria were 60 years of age or older, diagnosed cardiac condition (i.e., arrhythmia, angina, myocardial infarction, congestive heart failure, or valvular disease, as the physicians' recommendations for managing these conditions generally include the common topics of medication use, physical activity, diet, stress reduction, and smoking cessation), treated by daily heart medication, seen by a physician within the past year, and living within a 1-hr drive of the study site. Lists of potential study participants were compiled from patient rosters in physician offices and outpatient clinics and were then reviewed by the woman's physician. If, in the physician's assessment, a woman would not be able to fully participate in the program because of medical reasons (e.g., terminal illness, memory loss, or significant hearing loss), she was excluded, although very few potential research participants were excluded in this second step. Figure 1 provides the study design and participation from recruitment through completion of the 18-month study. At baseline 1,613 women who met the study criteria were available for recruitment. Potential research participants received an introductory letter explaining the research and their physician's participation, followed by a telephone contact. All potential participants were told that the purpose of the study was to learn more about what it is like for older women to live with a heart condition and to evaluate the effectiveness of a program tailored to this population. They were told that they would be randomly assigned to one of three groups: the Women Take PRIDE group format, a selfdirected format, or a "usual-care" control group. Women in the usual-care group would see their physicians on the routine schedule and receive any information that would normally be provided as part of regular care in the practice. They were told that if they were not initially invited to participate in the program, they would have an opportunity to do so at the end of the study if they were interested and if the program was shown to be beneficial. Women who declined participation in the study were asked to respond to a brief (5-to 10-min) telephone interview that included questions about reasons for nonparticipation. A previous article (Janevic et al., 2003) provides details regarding the nonparticipant data collection. The top two reasons provided for deciding not to participate in the study were participation concerns (e.g., transportation problems, too busy, work full-time; 34%) and not being interested (30%). The 37% participation rate observed in the older women invited to enroll is consistent with other investigations with older populations (e.g., Heid & Schmelzer, 2004; Sears et al., 2003) .
Of these 1,613 available individuals, 575 consented to participate. Baseline data were collected before women were randomly assigned to a condition. On completion of the baseline interview, a procedure for allocation concealment (Pildal et al., 2005) was then used to assign participants in equal numbers to one of the two Women Take PRIDE formats or to the control group. The interview center coordinator provided the names of the study participants to the study coordinator, who used a second set of sealed, opaque, and sequentially numbered envelopes (compiled by the research secretary and research assistant using a book of random numbers) to assign them to one of three study conditions: 201 to the self-directed program (A), 190 to the group format program (B), and 184 to a control group (C). In an effort to ensure similar care to all participants, no feedback about individual study participants was provided to health care personnel at the study sites. Unless a study participant happened to mention the study during the course of a routine visit, clinical staff had no knowledge of which patients had agreed to participate in the research. Women who met study criteria (N=1613)
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Intervention
The theoretical assumptions underlying the development of the intervention have been described in detail elsewhere , as have the iterative processes by which the program has evolved over time (Dodge, Janz, & Clark, 2002) . The program was initially designed for use with groups of older women with heart disease. Based on social cognitive theory, especially the principles of self-regulation, the goal of the intervention is to enhance overall management by older women of problems arising from and tasks necessitated by the heart condition and to do so in light of their clinicians' recommendations. Using the acronym PRIDE, participants are introduced to the steps of a self-regulatory process (Bandura, 1986; Clark & Zimmerman, 1990; E. A. Halm, Mora, & Leventhal, 2006) : problem selecting, researching one's routine, identifying a management goal, developing a plan to meet the goal, and exploring rewards and expressing reactions. Physician activity (exercise) is used as the model behavior for teaching the steps of the process. The steps are carried out in accordance with the therapeutic plan provided by each woman's physician related to medications, physical activity, diet, and stress management. The content (instructor's manual, videotape, workbook, and logs) is tailored to the unique roles, responsibilities, and settings in which older women manage their heart disease.
Through examination of focus group data and pilot testing (Dodge et al., 2002) , a self-directed format for the group program was created. In this self-directed format, women engage in the same self-regulatory process at home in their own time frame. The content of and the materials used with the two formats are the same. Both formats consist of six units. In the group format, 6 to 8 women meet for 2 to 2.5 hours on a weekly basis. A trained health educator, with the assistance of a peer leader, facilitates the sessions. In the self-directed format, women attend a single orientation session, then complete the program at home for 6 weeks. In the self-directed version, motivation and support that are part of the social environment in the group format are provided via an instructional videotape that presents examples of group discussions. Weekly telephone calls from a health educator or a peer leader are also provided. Participants in both formats receive a monthly newsletter for 3 months following completion of their program. At 6 months, the group format women are invited to attend a reunion and the selfdirected participants receive an in-depth motivational telephone call from the health educator who conducted their initial orientation sessions.
Measures
The study outcomes comprise the general areas of symptom experience, functional health status, and weight.
Symptom Experience
Symptom experience is an important determinant of physical functioning and general well-being. Although several heart-specific instruments addressing symptoms were considered (e.g., Rosenthal, Lohr, Rubenstein, Goldberg, & Brook, 1982) , these instruments did not address the diversity of cardiac conditions and symptoms in the target population. Therefore, symptom experience was calculated using an instrument tapping a broad range of heart conditions, the Symptom and Health Problem Profile utilized in previous program evaluations (Janz et al., 1999) . Symptom experience was determined by asking about the presence, frequency, and level of bother caused by 14 symptoms: chest pain, shortness of breath, fatigue, rapid or irregular heart beat, waking with chest pain, waking with shortness of breath, feeling blue, feeling tense or stressed, feeling worried, trouble falling asleep, trouble sleeping through the night, dizziness, pain other than chest pain, and numbness or cramping in legs. Symptom frequency and bother in the 7 days prior to each interview were assessed using a 5-point Likert-type scale with higher scores representing greater symptom effect. Total symptom frequency and bothersomeness scores were calculated for each research participant and ranged from 0 to 70. In addition, four subcategories were created with consultation from clinical cardiologists and included cardiac symptoms (chest pain, shortness of breath, waking with chest pain, waking with shortness of breath, palpitations), sleep and rest, mental health, and, general, nonspecific symptoms. The Symptom and Health Problem Profile has a mean test-retest reliability score of .79 (Clark et al., 1997) .
Functional Health Status
Psychosocial and Physical Functioning. The Sickness Impact Profile (SIP) is a 136item generic instrument assessing functional health status. A total score and two dimension scores (psychosocial and physical) are provided. Independent categories of sleep and rest, eating, work, home management, and recreation and pastimes are included in the calculation for the total SIP score. SIP scores are derived by adding the values for the items using predetermined weights for each item within that category and dividing the sum by the maximum possible dysfunction score for that dimension or category. The scores range from 0 to 100, with higher scores representing greater dysfunction or impairment because of health. The SIP has been shown to discriminate in expected directions among different populations at different age levels and for different degrees of disease severity (Patrick & Bergner, 1990) . Its psychometric properties have been extensively examined (Bergner, 1985; Bergner, Bobbitt, Carter, & Gibson, 1981; Pollard, Bobbitt, Bergner, Martin, & Gibson, 1976) . Test-retest reliability of the measure has been found to be .97, and Cronbach's alpha coefficient has been found to be .94. In validity trials comparing SIP scores on functioning with clinical assessments of physical limitation made by physicians, correlation results were .50 (McDowell & Newell, 1987) . The SIP psychosocial dimension score includes the categories of social interaction, communication, emotional behavior, and alertness. The SIP physical dimension score is derived from three categories of items: ambulation, mobility and body care, and movement.
Ambulation. The Six Minute Walk Test developed by Guyatt et al. (1985) is a self-paced and efficient measure of exercise capacity. Using a premeasured distance, individuals are instructed to walk from end to end, covering as much distance as they can during the allotted time. They are instructed to walk at their own pace and to stop at any time as needed. A set of predetermined encouraging phrases is utilized at regular intervals. At the end of the test, the distance walked is recorded. The Six Minute Walk Test has been employed by several investigators (Cahalin, Mathier, Semigran, Dec, & DiSalvo, 1996; Hamilton & Haennel, 2000) with heart disease patients and has been found to be highly correlated with other measures of functional status (e.g., a treadmill test). Hamilton and Haennel (2000) evaluated the reliability and validity of the Six Minute Walk in a Phase II/III Cardiac Rehabilitation program and concluded the test had strong test-retest reliability, was linearly associated with maximum metabolic equivalent values, and was moderately correlated with the SF-36 Physical Function subscale.
Weight
Weight and height of each participant were recorded at each of the clinical assessments (see data-collection section).
Other
Demographic information collected included age, race, education, employment status, income, marital status, and whether living alone. In addition, data were collected regarding the nature of the cardiac diagnosis and whether the heart condition was perceived as the primary health problem. Items tapping elements of self-regulation were also included: goal setting, monitoring, evaluating, outcome expectancy, self-efficacy.
Data Collection
Data were collected at baseline and at 4-, 12-, and 18-month follow-ups by telephone interview and through clinical assessment. Telephone interviews averaged 57 minutes in length. Participants were offered the option of completing the interview in two parts within a week's time frame to reduce participant burden, an option chosen in approximately 35% of the cases. All interviewers completed an extensive training program to ensure that standardized interviewing techniques and procedures were employed; ongoing supervision and supplemental training were provided.
In conducting clinical assessments, research study nurses followed a detailed written protocol to conduct the Six Minute Walk Test and obtain height and weight measurements. The assessments were conducted at the participating hospitals. Interviewers, research nurses, and the participants' physicians were blind to both the women's randomization status and participation in the program.
Data Analysis
The data were analyzed using SAS/STAT software-Version 8 of the SAS System for SunOS 5.8 platform. As an initial step, Wilcoxon tests for continuous variables and chisquare tests for categorical variables were utilized to compare baseline demographic and health outcome variables across the three study conditions: self-directed format, group format, and usual-care control.
Process data at 4 months were analyzed to identify changes in self-regulation skills targeted in the intervention. First, mean change from baseline in the three groups was assessed using one-way ANOVA between groups for overall differences, and then post hoc Bonferroni comparisons were made to identify significant group differences.
Outcome variables measuring SIP physical and psychological functioning were scaled so that higher levels reflect greater impairment because of illness. The SIP and symptom variables were natural log transformed to make the normality assumption more plausible. Even after transformation, there was still considerable deviation from normality. Because normality may not be a reasonable assumption in these data, linear regression using generalized estimating equations (GEEs) was used to obtain empirical estimates of the standard errors that were more robust than those used in standard linear regression with the normality assumption (Diggle, Liang, & Zeger, 1994; Liang & Zeger, 1986; McCullagh & Nelder, 1989) .
The statistical approach utilized was chosen to meet our specific aim of assessing selfregulation processes at 4 months, noted above, and outcomes at two primary time points, 12 months from baseline and 18 months from baseline. Our interest was in ultimate results for the two time points. We did not try to assess cumulative effects from period to period. The current analysis is a valid alternative to the repeated measures analysis for estimating the intervention effect for answering our specific aims and making fewer modeling assumptions. It adjusts for the baseline outcome and baseline covariates. Such an analysis provides an estimate of the intervention effect that has a similar efficiency compared to that obtained from repeated measures analysis such as GEEs (Yang & Tsiatis, 2001) . GEE assumes data are missing completely at random. The analysis used is based on maximum likelihood and requires a much weaker assumption about missing data (i.e., missing at random; Little & Rubin, 2002) .
Outcome variables were analyzed at each time point controlling for baseline value, age, race, education, and recruitment site, and analyses were carried out using the women as they were randomized to each of the three study conditions.
There was no significant difference in the death rate between the study conditions. Women who died during the study (n = 17) did not significantly differ on demographic characteristics from those who completed 18-month follow-up, but at baseline they did report significantly higher (worse) SIP total (p = .006) and SIP physical dimension scores (p = .04). Women who completed versus women who dropped out of the study had a higher (p = .01) education level, defined as high school or higher. No other differences were observed. Although the rate of withdrawal from the study did not significantly differ among women in the three study conditions, those who withdrew compared to those who completed the 18-month follow-up were significantly more likely to have less than a high school education (p = .01) and to report higher (worse) SIP total (p = .006) and SIP psychosocial dimension scores (p = .01) at baseline. Table 1 displays the demographics, heart conditions, and health characteristics of the 575 study participants at baseline, stratified by format. The mean age of women in the sample was 72.8 years. The sample was predominately White (82.8%), most women had at least a high school education (81.7%), and 11.0% of the sample were currently employed. More than half (61.8%) of the women had an annual household income greater than $20,000. Approximately half (53.1%) of the women were married, whereas about one third (34.0%) lived alone. Women reported ever having been diagnosed with specific heart conditions as follows: arrhythmia (54.0%), heart attack (42.0%), angina (38.0%), heart valve problems (26.0%), and congestive heart failure (26.0%). In addition, 73.0% reported having been diagnosed with hypertension, and 57.0% perceived their heart condition to be their primary health problem. When some other condition was reported as the primary health problem, it was most often diabetes (22.0%) or arthritis (21.0%). At baseline, there were no significant differences among study conditions in demographic, heart condition, or health characteristic variables.
FINDINGS
Process evaluation at 4 months showed that women in both group and self-directed formats significantly increased their use of two self-regulation elements related to the model behavior (exercise). The mean for monitoring activity levels for group women was 0.34 and for self-directed women was 0.38, versus -0.11 for control women (p = .001 for both comparisons). The mean for evaluating their activity level was 0.32 for group women versus -0.11 for controls (p = .05) and for self-directed women was 0.49 versus -0.11 for controls (p = .01). NOTE: SIP = Sickness Impact Profile. No significant (p ≤ .05) within-arm differences were found in any of the demographics, heart diagnoses, or health outcomes. a. Demographics and heart diagnoses data in percentages (unless otherwise indicated). Table 2 presents 12-and 18-month outcome data for symptoms, ambulation, and weight. There were no differences at 12 months between groups and formats on number, frequency, or bother of cardiac symptoms, nor for symptoms in total. At the 18-month time point, however, significant differences were observed. Women in the self-directed format were significantly more likely to experience a lower number of cardiac symptoms compared to control group women (p ≤ .02, A vs. C) and marginally lower than group format women (p ≤ .06, A vs. B). They were also significantly more likely to experience less frequent cardiac symptoms than were control women (p ≤ .03, A vs. C) and less frequent cardiac symptoms than were women in the group format (p ≤ .04, A vs. B). The same pattern was evident regarding the bothersomeness of cardiac symptoms. Self-directed women experienced significantly less symptom bother than did controls (p ≤ .02, A vs. C) and marginally less symptom bother (p ≤ .07) than did group format women (A vs. B). When all types of symptoms were considered, the pattern was again seen for number and bother of symptoms but not for frequency. Table 2 also illustrates that at the 12-month time point there was a statistically significant difference in the Six Minute Walk scores of group format women compared to controls (p ≤ .04, B vs. C), with group format women walking greater distances in the allotted time. At 18 months, women in the group format lost significantly (p ≤ .03) more weight than did women in the self-directed format (B vs. A), although neither format was statistically significantly different from the control. Estimates of group differences at 18 months were in the direction favoring the group intervention but were generally diminished and not statistically significant at the 5% level.
At both the 12-month and 18-month time points, there were no statistically significant differences between the control group and either program format, nor were there differences between program formats on the SIP dimension or total scores. Table 3 illustrates that format had an effect on program participation. Women in the group format were significantly (p ≤ .05) more likely to complete sessions of the sixsession program (3.81 classes out of 6, B vs. A) than self-directed-format women were likely to complete their six-unit program (3.31 classes out of 6). There was also a trend (p ≤ .07) for group format women compared to self-directed participants to develop a plan for reaching their behavioral goal as part of the program (B vs. A). There were no significant differences among formats in the rate of participant withdrawal from the program or completion of the observation logs used as teaching tools in both formats.
Results indicate that the first study hypothesis (Hypothesis a) was only partially supported. Self-directed format women experienced improved outcomes over group women for symptoms, but group women did better regarding weight loss and ambulation. The second hypothesis (Hypothesis b) was also only partially supported. The self-directed format produced better outcomes regarding symptoms compared to controls, but the group format did not. The group format produced better results regarding ambulation compared to controls, but the self-directed format did not. Neither format was better than the control regarding psychosocial and physical functioning as measured by the SIP. The third hypothesis (Hypothesis c) was supported. Women in the group format exhibited higher levels of program participation than did women in the self-directed format.
DISCUSSION
To the investigators' knowledge, no controlled trials have examined the relative effects of a group format versus a self-directed format on the health status of older women with heart disease. This study provides findings for two versions of the same intervention-a group version and a self-directed version-as they affect symptom experience, psychosocial and physical functioning, ambulation, and weight.
Findings from this study illustrate that after 1.5 years women who were assigned to a self-directed format had fewer, less frequent, and less bothersome cardiac symptoms. They also experienced less impact of all types of symptoms, that is, symptoms beyond just those associated with their heart condition. On the other hand, women assigned to the group format lost more weight and up to 1 year subsequent to the program could walk greater distances. These findings support observations (van der Bij et al., 2002) that different types of formats produce different outcomes. The findings do not negate the studies of others (Barlow, Wright, Sheasby, Turner, & Hainsworth, 2002; Norris et al., 2002) that suggest both group and individualized formats are effective. Rather, they suggest that different formats are effective in different ways.
An interesting pattern was evident. At 12 months, women in the self-directed format actually experienced somewhat higher, although not statistically significant, levels of symptoms compared to control and group format women. However, ultimately their symptom experience levels were significantly lower. It may be that the highly individualistic focus on one's condition evident in the self-directed format created initial identification of troublesome symptoms and over time enabled women to derive more effective means to deal with them. Furthermore, given the individual and independent nature of the self-directed format, it may be that the approach demanded that women develop (more than the group format women or controls) greater discipline in managing their condition. Over time, these format characteristics produced benefits in the form of fewer symptoms of all kinds.
Neither format produced differences in functioning as measured by the SIP. The program regardless of format may not have been powerful enough to generate changes in women's functioning. Alternatively, as a measure, the SIP may not be sensitive to small changes occurring in this ambulatory population. Many SIP items are designed to tap significant infirmity (e.g., "I stay home most of the time," "I am confined to bed," "I walk only with help from someone."). Fine distinctions in psychosocial and physical functioning may not be measurable with this instrument for women less likely to be homebound by their disease.
Although the discipline required of the self-directed format enhanced women's symptom control, group format women did better regarding weight loss and ambulation. Weight reduction and walking greater distances are tasks for which group social support and encouragement are likely to play a role. Data showed that these weight and walking outcomes decayed over time. Ongoing or "booster" interventions may be needed to enable women in learning groups to maintain gains of this type.
Group format women did better on program process related outcomes. They were more likely than the self-directed format women to complete the program sessions or units and more likely to develop a behavioral plan, an objective of program delivery. Interaction with others engendering social support and social comparisons may have encouraged, indeed motivated, group women to more fully participate in their version of the intervention.
At 4 months, shortly after participating in the intervention, women in both formats were more self-regulating than were control women. Monitoring and evaluating one's behavior are relevant to tasks associated with symptom control and physical activity. More self-regulation likely contributed to the improved outcomes observed in both formats, although it does not explain differences seen by format. The findings support the research of others (Bandura, 1986; E. A. Halm et al., 2006) that suggests self-regulation as the mechanism through which changes in health outcomes are achieved.
LIMITATIONS
Women enrolled in the study were not recruited to be representative of the general population of women or any subgroup. The sample was predominantly White and high school educated.
No direct observation of participation of women in the self-directed group was possible. Participation was assessed by review of the materials they returned to project staff and reports of health educators providing telephone counseling.
As noted, the SIP measure may not have tapped changes observed in a nonhouse-or bed-bound individual.
Practice Implications
The intervention formats tested in this trial are relatively easy and inexpensive to provide within a health care system. Each achieved different outcomes and produced results across areas of importance to both patients and health care providers. If further studies support that particular management concerns are best dealt with using specific program formats, practitioners could guide health consumers to a program option most likely to be successful in their particular case (e.g., need for improved ambulation or symptom control). Having more than one program format available may also yield greater participation by patients in health education programs given competing demands on their time and learning style preferences. To make results optimum, practitioners might also consider offering programs that emphasize one format (e.g., self-directed) but include some exposure to the other (e.g., group).
CONCLUSION
Group formats may be more effective for problems that require more social support such as weight loss and exercise. Self-directed formats may be more effective for symptom control. Future research should further examine effects of different formats, their relevance to subgroups of women, and their utility for achieving different types of outcomes. Reaching and assisting the large number of older women with heart conditions through a variety of proven intervention formats may help to alleviate the disease burden they and their families bear.
